Introduction
The launch of the Global Campaign against Epilepsy in 1997 as a joint initiative between the ILAE, IBE and WHO was followed by an expanding interest in the research of epilepsy stigma and attitudes toward epilepsy [1] [2] [3] . Tools for assessing public attitudes toward people with epilepsy in those studies were diverse and different questionnaires and scales were developed for this purpose [1, 4, 5] . One of the earliest scales to measure attitudes toward various social groups was the Social Distance Scale initially introduced by Bogardus in 1924 [6] , and it has been used ever since. This scale is used to measure people's willingness to participate in social contacts of varying degrees of closeness with the members of a certain group, such as an ethnical minority or people with a certain medical condition such as schizophrenia [7] . Negative attitudes toward epilepsy can therefore be expressed also as a desired social distance from a person with this condition, and this social exclusion can be the origin of perceived and enacted stigma [8] .
It has been shown that the social and psychological consequences of living with epilepsy are often much more detrimental to the patient's quality of life compared with the clinical aspects of epilepsy such as seizure severity and frequency [9] [10] [11] . As suggested by Jacoby [12] , both informal stigma and formal discrimination of epilepsy patients can be downsized, but the challenge lies in stopping epilepsy from becoming or remaining a defining identity feature in people with that condition, both in their own eyes, and in perception of an average society member. In line with those objectives, there is still an ongoing debate on how a person diagnosed with epilepsy should be referred to, in professional as well as common language; as person with epilepsy, PwE, person having epilepsy, epileptic or something else [13] [14] [15] . A research made by Fernandes et al. in Brazil showed that the term ''epileptics'' can lead to a more negative perception of epilepsy compared with the term ''people with epilepsy'' [16] . But, as argued by the authors, more studies in different cultural and linguistic settings are necessary in order to validate these results.
In this study, we hypothesized that in an adolescent Croatian population, there would be similar differences in attitudes toward epilepsy based on the label used: ''person''/''child with epilepsy'' vs. ''epileptic''/''epileptic child'', but we also focused on finding specific types of social interactions where the influence of the term ''epileptic'' would be most pronounced.
Materials and methods
This study was completed in March 2014 in Croatia's capital, Zagreb, and sampled adolescent college-preparatory high school students at Zagreb's 9th and 18th Gymnasium. In the Croatian school system, college-preparatory high school (gymnasium) prepares students for higher education. The study was conducted with the consent of the School Boards and was completed in cooperation with the school psychologists. All of the third and fourth year high school students present at school on the testing days took part in completing the questionnaire. The questionnaire forms were shuffled previous to the distribution to the students, so they could randomly get either version A or version B of the questionnaire.
The questionnaire
The questionnaire was based on the ones formerly used in our research on attitudes toward epilepsy in 2002 and 2010 [3] , with additional extensions. First and second parts of the questionnaire were identical in both questionnaire versions, while the third part differed.
In the first part of the questionnaire, the subjects' general demographic data were assessed; age, gender, level of education for mother and father, religious affiliation, household income, presence of a chronic medical condition (without further specification) and knowing a person with epilepsy, but without asking for any identification data.
In the second part of the questionnaire, the subjects' general knowledge of epilepsy was evaluated by using six different statements that subjects had to mark as true or false: (1) the most common symptom of epilepsy is the loss of consciousness followed by muscle convulsions; (2) epilepsy is an expression of occasional functional irregularities in the brain; (3) epilepsy is characterized by a specific pattern of behavior even when there are no seizures; (4) persons with epilepsy usually have one parent suffering from epilepsy; (5) epilepsy can be a consequence of severe brain trauma; (6) a cure for epilepsy is possible only in exceptional cases. The correct answers are as follows: TRUE for statements 1, 2, and 5; and FALSE for statements 3, 4, and 6.
The third part addressed attitudes toward persons with epilepsy. First three statements were the same as in previous studies [3] , and in version A were: (1) I would object my brothers/ sisters playing with children who have epilepsy. (2) I would object if one of my closest friends/family members married a person with epilepsy. (3) I think that a person with epilepsy could perform most of the jobs that people who do not have epilepsy could. The remaining six statements were a modified version of the Bogardus social distance scale [6] , adapted from a version used in research of attitudes toward people with schizophrenia by Stuart and Arboleda-Fló rez [7] to make them applicable for epilepsy. These were, in version A: (4) It would be a problem for me to marry a person with epilepsy. In version B the statements were identical except the term ''person''/''child with epilepsy'' being replaced with the term ''epileptic''/''epileptic child''. Answers to these nine statements were given on a Likert scale of 1-4 (1 = definitely not, 2 = probably not, 3 = probably yes, 4 = definitely yes). The answers to the first three statements were added and later referred to as the ''General attitudes score'', and the remaining six as the ''Social distance score'', but in a way that answers to the statements on positive attitudes (No. 3 and 6) were transformed to make them negative (i.e. score of 1 became 4, 2 became 3, etc.). In this way higher scores on both scales indicated more negative attitudes toward epilepsy.
Statistics
For statistical analysis, IBM SPSS Statistics, Version 20.0 was used. Evaluation of the internal consistency of the attitude scales were estimated by Cronbach's a test, separately for General attitudes score and Social distance score. Groups A and B were tested for possible differences in each of the demographic variables using chi square test. Due to results distribution characteristics (asymmetric, as expected for addressed phenomena), MannWhitney test was used to compare attitude scores between two groups based on demographic data, and questionnaire version. Additionally, the same test was used to compare attitude scores between groups that answered each knowledge statement correctly/incorrectly and between groups A and B in subgroups of subjects defined by demographic factors. Accordingly, Spearman's rho was used to find correlation between knowledge and attitude scores. A stepwise model of the multiple regression analysis was additionally used to determine the most significant variables among demographic factors to have the influence on attitude scores. The value p < 0.05 was used as a criterion for significance of the statistical findings.
Results

Demographic data
In total, 425 subjects filled out the questionnaire. Demographic characteristics of our subjects are presented in Table 1 . Mean age was 17.3 AE 0.72 years, and the majority of the subjects (61%) were females. Around half of the subjects' parents had a university degree (51% of the mothers and 47% of the fathers), and 90% of the subjects considered their household income to be average or above average. They mostly declared themselves as religious (73%) and without a chronic medical condition (92%). Almost half of the subjects (42%) reported knowing a person with epilepsy. Using chi square test, no difference was found between groups A and B in age, gender, parents' level of education, religious affiliation or knowing a person with epilepsy (data not shown). There were significantly more subjects with a chronic medical condition in group A (23/208) then in group B (11/216), p = 0.031.
Internal consistency of attitude scales
Cronbach's a was 0.615 for General attitudes score, and 0.836 for Social distance score.
Attitudes and demographic data
The influence of demographic characteristics on attitudes is presented in Table 2 . Using Mann-Whitney test, only two variables proved to be statistically associated with the attitude scores: gender and knowing a person with epilepsy. Females exhibited less negative attitudes on the Social distance scale, as did the subjects knowing a person with epilepsy, but they did so also on the General attitudes scale. When multiple regression was performed, a significant model emerged for the Social distance score (F(3,368) = 7.733, p < 0.001, adjusted R 2 = 0.052) with three significant variables contributing to higher scores: not knowing a person with epilepsy, male gender and religious affiliation, and the General attitudes score was significantly predicted by not knowing a person with epilepsy and older age (F(2,368) = 7.160, p = 0.001, adjusted R 2 = 0.032).
Attitudes and knowledge about epilepsy
The average number of correct answers was 4.79 AE 1.069 (79.8 AE 17.8% of total). The frequency of answering correctly each of the statements from 1 to 6 was, respectively: 91%, 80%, 87%, 83%, 81%, 57%. Comparisons of attitude scores for each knowledge statement between subjects who answered it correctly and incorrectly are shown in Table 3 . Subjects who had incorrect answers to statements No. 3 (''Epilepsy is characterized by a specific pattern of behavior even when there are no seizures.'') and No. 6 (''A cure for epilepsy is possible only in exceptional cases.'') had significantly more negative attitudes on both attitude scales.
Spearman's rho correlation coefficient of knowledge score with the Social distance score was À0.189, p < 0.001 and with General attitudes score À0.151, p = 0.002.
Influence of label on attitudes
There were 208 subjects in group A (''person''/''child with epilepsy'') and 217 in group B (''epileptic''/''epileptic child''). Influence of labels on attitudes for each attitude statement individually, and total attitude scores can be seen in Table 4 . Answers to three attitude statements (''I would object if someone close to me was to marry a *.'', ''It would be a problem for me to marry a *.'' and ''I would mind sharing a room with a *.'') had significantly greater scores when the term ''epileptic'' was used. The General attitude score did not differ between the groups, but the Social distance score was significantly greater in group B.
Role of label in certain subgroups of subjects
Attitude scores between groups A and B were compared separately in subgroups of subjects that were based on demographic criteria and knowledge score. The results can be seen in Table 5 . Females, subjects who declared themselves as religious and those with better knowledge on epilepsy had significantly more negative attitudes when the term ''epileptic''/''epileptic child'' was used, which was not the case with their counterparts. In the remaining comparisons (higher vs. lower education of parents, higher vs. lower household income, knowing vs. not knowing a person with epilepsy), the results were the same in both corresponding subgroups (results not shown).
Discussion
Our results have demonstrated that the choice of words in referring to people with epilepsy plays a role in evoking and shaping attitudes toward them. As proposed earlier by Zola [17] , the importance of choice of language on negativity of expressed attitudes was confirmed in our research. In our sample of adolescents, the label ''epileptic'' seems to elicit more negative attitudes than does the one stating ''person''/''child with epilepsy'', similar to what was found in Fernandes et al. research in Brazil [16] , but furthermore, our research showed that the influence of the label is particular, i.e. it is most pronounced when imagining closer social interactions.
The instruments that we have used in this study for assessing attitudes proved to have good internal reliability in the case of Social distance score, but somewhat worse in the case of General attitudes score, although this can be explained by a small number of questions (only three).
In the first part of the results, we checked for general differences in attitudes in our sample, due to the main characteristics of our subjects, as shown in Table 2 . Gender difference in attitudes was not found for the General attitudes score, yet it is evident for the Social distance score, showing females to exhibit less negative attitudes toward people with epilepsy, thus to be more accepting and willing to involve in such contact than their male counterparts. The result is consistent with previous works on the subject [1, 3] . Furthermore, we found that knowing a person with epilepsy makes a significant difference in the level of negativity subjects express in their attitudes toward persons with epilepsy. Even without gathering a specific data on the level of familiarity with those persons (due to just yes/no format of the possible answer), it is evident that any contact with a concrete, real person having epilepsy makes the expressed attitudes significantly less negative, which is a finding evident in others' researches as well [1] . This is also in line with the first goal of the Global Campaign against Epilepsy, i.e. to improve the visibility of epilepsy, and it could suggest that persons with epilepsy might themselves contribute to a reduction of negative attitudes toward epilepsy by disclosing their condition to the people around them. Multiple regression analysis resulted in additional variables as significant predictors of attitudes, partly explained by calculations on a smaller sample (370 for General attitude and 371 for Social distance score) due to a relatively high number of missing values. These were: age for the General attitude score, with older subjects expressing more negative attitudes, and religious affiliation for the Social distance score, so that more negative attitudes were disclosed by those who declared themselves as religious. Age was found to be a significant factor in other studies as well [1] , although a small age range of our sample limits the implication of this conclusion. Background of the association with religion can only be speculated (as the extent of the religious beliefs or type of religion was not enquired), but the possible explanations are perceiving epilepsy as ''God's punishment'' [18] , or that those who themselves feel as a minority (atheists in a predominately theistic country) therefore have less discriminating attitudes. Our results have once again shown that better knowledge on epilepsy is associated with a less negative attitude [1, 3, 5] , and this was true for both our attitude scales. When the influence of the answers for each individual knowledge statement was analyzed, two statements emerged as significantly associated with the attitude scores (Table 3) . Statement No. 6 (''A cure for epilepsy is possible only in exceptional cases'') was most frequently answered incorrectly (43%), and the subjects that were incorrect had significantly more negative attitudes on both attitude scales. The very content of the sentence can add to the explanation; if there is a belief of no cure existing for epilepsy, more negative attitudes come as no surprise, since that fact (''incurability'') makes a disease more fearful, more out of control, and by that, a person having it automatically becomes less desirable as a close company. Similarly, the belief that a person with epilepsy exhibits a specific type of behavior (statement No. 3) can be interpreted as a negative attitude by itself. Such results bear clear and direct implications for public educational activities, where emphasis should be put on the high rates of successful management of epilepsy and eliminating prejudices of a special type of behavior characterizing persons with epilepsy.
It was shown that the words used in referring to people with epilepsy can influence attitudes (Table 4) . Our results verify that just by placing the word ''person'' as the first one in the label we use, we can, at least partially, avoid the stigma induced when ''epileptic'' -as being the main determinant of that certain person -is used. As discussed by Block-Lourie et al. [19] focusing only on the disability as a diagnosis ''can subsume the culturally, socially, and historically derived identity of an individual beneath a label of pathology. . .personal characteristics become secondary, and people become defined by their disability''. In his paper [17] , Zola discussed ''people-first'' language, pointing out that, when the characteristic is negative, as in a disease, the recommendation was to use an expression that referred to a person with some characteristic, instead of raising it on the level of identity.
Although in our research the total General attitudes score was not significantly different among groups A and B, statement No. 2 (''I would object if someone close to me was to marry a *.'') was answered with more negative attitude scores when the sentence was ending with ''epileptic'', vs. ''person with epilepsy''. The same was true for two statements on the Social distance scale (''It would be a problem for me to marry a *.'' and ''I would mind sharing a room with a *.''), and for the total Social distance score. Hence, when imagining a closer relation with a person having epilepsy, the term ''epileptic'' is evidently stronger in triggering an unpleasant imagery, thus leading to more reluctance toward entering such a relationship. We believe these results provide valuable new insight in understanding the phenomenon of epilepsy stigma. They can be used as a foundation for activities aimed at reducing stigma, in which abolishing the reluctance of society to make close social bonds with persons with epilepsy should be the ultimate goal.
As can be seen in Table 5 , the impact of words is especially found in females, in subjects that declare themselves as religious, and in people who know more about the disease, as opposed to their counterparts. Females, apart from having less negative attitudes than men (Table 2) , also seem to be more sensitive to the word choice, both on the General attitude scale and the Social distance scale, while males' attitudes were the same no matter what term had been used. An explanation for this could be a pure statistical artifact, as the standard deviation (i.e. dispersion) of the results is greater in the smaller subgroup of males compared to females in both cases, as seen in Table 5 , so a small difference is less likely to reach a level of significance. Historically, females were for a long time considered as having better verbal abilities on both ''lower level'' (fluency) and ''higher level'' (comprehension of written material) [20, 21] , and our results might conform with these theories, however, later meta-analyses show that these gender differences are either negligible or entirely non-existent [22, 23] . Similarly to our gender differences, greater dispersion of results is also found in two other demographic subgroups that proved less susceptible to the word choice than their counterparts (non-religious vs. religious and those having worse knowledge on epilepsy vs. those with better knowledge). Apart from possible statistical bias, other explanations could stem from differences in cognitive schemes between people who declare themselves religious and non-religious [24, 25] , and we could not find a clear explanation of why those with better knowledge on epilepsy react more strongly to the word ''epileptic''. In all three cases, further studies addressing the demographic factors in the formation of attitudes according to the label used should be performed, preferably with a larger and more diverse sample, which would eliminate the possible statistical artifacts. Limitations of our study include cross-sectional design and potential for social desirability bias in the attitudes measure (i.e. subjects were aware of the fact that their attitudes were researched, and although the questionnaires were anonymous, they could still have been feeling the need to provide ''socially acceptable'' instead of honest answers). Furthermore, it is difficult to generalize our results to the level of the whole population, as this study included only adolescents as subjects, with mainly greater than average household income, whose parents educational level is generally higher than average (Table 1) , and the subjects themselves are selected to that type of high school due to their above-average earlier academic achievements. Also, although our two different versions of the questionnaire were randomly shuffled prior to the distribution, there were significantly more subjects with a chronic medical condition in Group A, but this can be explained by a rather small number of subjects with a chronic condition in our overall sample (8%), and furthermore, presence of a chronic condition did not prove to be a significant factor for any of the variables further tested. Finally, the obtained results are, as discussed earlier, most probably partly influenced by cultural and language background. Therefore future studies defining the role of labels in attitudes toward epilepsy should be undertaken in different subject samples.
In conclusion, the results of our research provide evidence that the term ''epileptic'' provokes more negative attitudes toward people with epilepsy than the term ''person/child with epilepsy''. The term ''epileptic'' by itself elicits stigma, and should thus be avoided. As the negative influence of the label ''epileptic'' is more pronounced in a closer type of social interaction, its avoidance could be especially important for reducing the social distance toward people with epilepsy, causing the public to be more inclined to enter close social relationships with them, and in that way making people with epilepsy fully integrated members of society. Using the right term may only be the first step of many that are required for reducing epilepsy stigma, but an important one that is simple to make.
